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I~PRI~ !(A16~ P~RMANeIIITE ID CARD He~E

AUTHORIZATION FOR RELEASE AND I OR
DISCLOSURE OF MEDICAL INFORMATION

Treatm~nt, p~yment! ~nrollment or eligibility fur beneftts will not be conditioned on my providing or refusing
to provide fnls authonzation.
Please REQUEST Medical Information FROM: Please SEND Medical Information TO:

Name of Heaifii Care Provl~r
~ ---

Wam8 Df Per1Ol1 or Entitv to ReceIve Information

NamaofMedlcarDfnce/Haspltsl ..
1i11e (PI1Yslclan, l11erapist, A1tQmay)

Stre~.AQdte$$S1teet Addr8SS

ctty, State and Zip Gods -City, state and ZIp CoQ'& -

I hereby authorize. to release and lor djsdose the medical
information as in~icaled belowfO"lfie health care provAder, entity, or person I have Indicated above.

Release and lor disclose records and imonnatDoo regarding:

Name of Patient (List Otf1er Names ~ed) .Medical Reci)rd Number Oate of Birth
( )~

Address CI1y State ZIp Co~e Telephone NulTIber
DURATION: This authorization shall become effective jmmediately and shall remain in effect

until -(enter date) or for one year from the date of signature if no date entered.

REVOCATION: This authorization ma~ be revoked In writing by- .the undersigned at any time prior to the
release of information JrOm the disclosing party. Written revocation will not affect anyaction
taken in reliance on this aut11orization berore the written revocation was received.

REDIS- I understand that the requester may not lawfully further use or disclose the health information
ClOSURE: unless another authorization is obfained from me or unless disclosure is specifically required

or permitted by law.

SPECIFY
RECORDS
TO BE
RELEASED
AND/OR
DISCLOSED:

CtVJCk the box and initial which type of infonTlaUon is to be released and lor disclosed:
D General Medicallnfom1ation(from to )
O Information Regarding SpecifIc Inlii['iOrTreainiir (from ---to )
(J X-Ray (check one or 00th): r.J Films Q Reports
0 Labora~ Resutts
0 Mental Health {trOI11- to-J

, to )

Signature of Patient or Patents RepresentatiVe Date --

Signature of Patlert or Patents Representative Date

Signature of Patient or pa~911rs RepresentatIVe Date

':) Alcohol I Drug (from

a HIV Test Results (from to-J

O Other (specify):

I request that tile health information released and lor disclosed pursuant to U1is authorimion
be used for the following purposes only:

A copy of this authorizaUon is valid as an original.-
I have the right to receive a copy of this auttiorization. The copy is for me to keep.

Signature of Patient 01' PaUent'S Representative Indicate Relationship (if Signed by Other tt1ahPa~ent)

..IMAI.oDISCI.DS NG ~ARi'Y CAWT.oHAflT PINK-~AT'ENT

Date

NS.9994 (IO.M) I1lpAA COMPI-IAII/~


